Approaches to resident and registrar education in the United States, United Kingdom, and elsewhere in Europe have changed dramatically in the last decade. Restrictions on duty hours, increased levels of supervision in the operating room required by government payers, and limitations on what trainees may do on their own in the clinic (again, generally motivated by billing obligations) are reasonable, they are here to stay, and they almost certainly have improved patient safety in training programs. Workweeks without limits and surgical training without supervision were bad for patients and for residents, and I am glad they are behind us.
Even so, we must recognize that shortening the duration of residency from more than 100 hours a week to less than 80, while also reducing clinical independence during training, could undermine preparedness. As such, we need to focus our attention on the transition from training to practice. We need to ensure that our efforts to make patient care safer during residency training have not made it less safe for patients who receive care from a surgeon who is fresh from training.
Good-faith efforts are being made to evaluate the preparedness of our residents [2] , but high-quality data will never be available owing to the scarcity of objective standards defining when a surgeon is ''ready'' to practice. Astute observers have asked good questions about how well trained our graduates are, both in the United States [1] and in the United Kingdom [3] . These questions call for thoughtful responses.
I believe any answer should shift us away from the current binary model in which an individual a week before graduation is unfit and unable to see a patient unsupervised in the office, but the day after graduation can perform surgery of any level of complexity with little or no oversight. A better system would account for the variance of skills in each individual. A better system would account for the plain truth that skills vary widely from individual to individual, and that readiness comes at different times for different surgeons.
Ascertaining readiness of graduates for independent practice has implications for the graduates, their training programs, the practices that hire them, the specialty at large, and the public. All stakeholders should weigh in, but it seems clear to me that an important part of the answer must include a softening of the transition, a migration away from artificial dichotomies -that someone is either ''in training'' or else is ''fully trained'' -to one that that involves a semi-supervised period before the granting of full autonomy.
In one location, this already is being done. Dr. Oheneba Boachie-Adjei, a spine surgeon and winner of the American Academy of Orthopaedic Surgeons' Humanitarian Award, brings surgeons to a hospital in Ghana to do service work. He described to me how he maintains his urban high standards of quality and safety in this rustic environment by using his skills and experiences as a seasoned spinal
The author certifies that he, or any members of his immediate family, has no commercial associations (eg, consultancies, stock ownership, equity interest, patent/licensing arrangements, etc) that might pose a conflict of interest in connection with the submitted article. deformity surgeon to grade planned surgical procedures that his center takes on using a 1 (mild procedure) to 5 (severe deformity procedure) scale. Level-5 operations may be performed only by a spine fellowship trained surgeon who has performed more than 100 deformity cases, including 25 of this level of difficulty under supervision.
No doubt you will have the same questions about this that I do: How will we know if this approach really is effective? Can this sort of grading be reproduced by others? How can this kind of system be put into play in settings where there are fewer surgeons available to do the grading and supervising? Although Dr. Boachie-Adjei has started to validate his approach, and others certainly have investigated how to evaluate surgical competency (the work of Van Heest et al. sets a high standard in this regard [4] ), it is my impression that doing so rigorously and consistently will be difficult.
Closer to home, we are aware of practices that adopt similarly nurturing, well-supervised approaches to new hires. Some residencies have responded with programs that keep graduates on for an additional year of semi-supervised practice. Many of our graduates take fellowships. The oral board examinations represent a kind of supervision, in that some procedures performed by each candidate are reviewed in detail, but most are not. Even though this certification system is well intended, it has not evolved to keep pace with the changes in training that have shortened and constrained the experiences of a typical trainee.
We must recognize that many trainees do not perform surgery ''solo'' until late in training (if even then), and that completely nurturing environments remain the exception, not the rule. Working against the desired result includes the financial incentives of practices and new graduates, the new-graduates' professional desires to practice independently, and senior partners' time demands.
Therefore, how can we provide a transition from training into practice that does not leave young surgeons vulnerable to failures that can harm their confidence, their development, and their patients?
Please share your thoughts as a Letter to the Editor, which you can send to me at eic@clinorthop.org.
